were distinct, influencing respectively the frontal sinus in front and the sphenoidal fossa behind. The normal ethmoid bone had a large number of perforations, due to the passage of vessels through it. The difference between the dura mater on the floor of the anterior fossa and of the posterior fossa was very considerable. Frontal suppuration would cause extradural abscess, or frontal lobe abscess, but it did not often cause generalized meningitis. He had seen two cases of encephalitis lethargica in which every sinus in the head was full of pus, and the patient was seen to be dying. The physician and rhinologist had met in consultation, but no post-mortem examination was allowed. A series of investigations were much wanted on these meningitis cases in which death ensued following sinus involvement; many of them had had persistent sinus trouble which had been unsuspected.
Mr. Woodman said that he was convinced that cavernous sinus thrombosis arose primarily from the ethmoid, not from the sphenoid. It would seem to be the right treatment to begin a complete exenteration of the ethmo-sphenoid on one side, and so approach the cavernous sinus and turn out the clots. In the ethmoid a subtle form of neuralgia was met with, and its origin was apt to be missed. He related a case of it. It was desirable to know whether it was necessary to remove all the ethmoid cells, or whether the opening up of a certain number was sufficient. In the former event he discussed the best procedures. The sphenoid was a plain cavity; he showed a slide of it, indicating the close proximity of the palatine ganglion, the vidian nerve, and the cavernous sinus to each other. The slide showed how disease in the posterior cells could exert its influence. The sphenoid he considered was more often maligned than it deserved to be; the source of trouble was more often in the ethmoid. The importance of the sphenoid lay in its relationship to the optic foramen and the vidian canal. Sluder's experiments showed that the first and second divisions of the fifth nerve could be reached by cocaine, and therefore by sepsis, as by drugs. He exhibited slides to illustrate the danger of operating on the ear for sphenoidal disease when sphenoidal pain was referred behind the ear. Suppuration in the sphenoidal cavity might cause dilatation of the pupil and visual symptoms.
In conclusion Mr. Woodman referred to the connexion of the sinuses with the pituitary. It was now well known that a source of sepsis anywhere in the body had a marked influence on the thyroid gland; therefore, in view of the permeability of the sphenoidal sinus by drugs, he asked whether it was not probable that in latent or active infection of that sinus the pituitary itself would be affected. He thought there was a wide field for research in connexion with the pituitary gland; and that meningitis and neuralgia also stood in need of a good deal of investigation.
Dr. W. T. GARDINER.
(Lantern demonstration showing steps of the Sluder method of opening the ethmoid and sphenoid intranasally.)
The operation is performed under local anaesthesia. The nose is packed with equal parts of 10 per cent. cocaine and adrenalin. The packing remains in the nose for half an hour. At the end of that time the packing is removed and a thinly covered probe moistened with one drop of 90 per cent. solution of cocaine is passed into the middle meatus until it lies laterally to the posterior end of the middle concha. In this position it lies over the spheno-palatine ganglion. It is allowed to rest there for ten minutes. A similar thinly covered probe is passed upwards into the nose far forward as high up as it will go. It comes in contact with the lateral nasal nerves and is also left there for ten, at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from Section of Laryngology 71 minutes. The small Sluder knife is then passed up into the middle meatus laterally to the anterior end of the middle concha as far up as it will go. The knife is then rotated at a right angle so that the point faces inwards. It is then drawn downwards with a strong inclination forwards. The knife is withdrawn. The larger Sluder knife is then introduced into the olfactory sulcus, with the cutting edges downwards, until passing upwards it reaches the cribriform plate. The handle is then rotated through a right angle so that the cutting edge of the knife lies against the ethmoid. It is then pulled forward and by this means cuts into the posterior end of the first cut. The knife is withdrawn and reintroduced in the same position a little farther back and is again rotated outwards and drawn forwards. The middle concha is thus detached from the ethmoid, within 2 mm. of the cribriform plate. It is removed by a snare or Luc's forceps. The operation may be stopped at this stage if it is desired only to establish drainage of the ethmoidal openings. If it is desired further to open the ethmoid, the hook-shaped knife is again introduced until it touches the cribiform plate, turned outwards towards the ethmoid, and is drawn downwards in a series of parallel cuts, always working from above downwards. After removal of the middle concha by this method, a good view of the anterior face of the sphenoidal bone is obtained. To open the sphenoidal sinus, the hook-shaped knife is introduced into the nose, passed along the roof, keeping as close to the septum as possible, and gently breaking through the anterior wall. When the hook is engaged, it is then drawn forcibly forwards, breaking down the anterior wall of the sphenoid. To open the posterior ethmoid cell thoroughly, the knife is again introduced into the sphenoid, turned outwards through a right angle and drawn forwards. The opening into the sphenoidal sinus may then be enlarged by suitable punch forceps. The aftertreatment consists in menthol inhalations for forty-eight hours and then in syringing the nose with a O'25 per cent. solution of phenol in liquid paraffin, introduced in a 2-oz. glycerine syringe.
Dr. DOUGLAS GUTURIE gave a demonstration of specimens and lantern slides illustrating the variations of the cribriform plate and its relation to the upper nasal sinuses.
He said that a few weeks ago he set out to find the degree of friability of the cribriform plate and the relationship of the anterior ethmoidal cells to the cribriform plate, also to see how easily the cribriform plate could be fractured. For the latter purpose he introduced a Sluder knife into the noses of six cadavers, and he found he could penetrate the anterior part more easily. Hitherto it had been supposed that the posterior portion was the more friable. The anterior part contained many large foramina, and it could easily be penetrated on each side of the crista galli. . With regard to the relationship of the ethmoidal cells to the cribriform plate, Dr. Guthrie showed several photographs. He had examined 200 skulls and found that in 74 per cent. of the cases the ethmoidal cells rose above the cribriform plate and that the olfactory groove was deep. In the remaining 26 per cent. the olfactory groove was shallow and the ethmoidal cells rose only slightly above the cribriform plate. In this latter type the cribriform plate was unduly broad. In 18 per cent. of skulls examined, the crista galli was unusually thickened, in some cases it was so thick as to convert the olfactory groove into a tunnel. This thickening was not always accompanied by a cell within the crista galli; in some cases it consisted only of cancellous bone.
